Echinococcus granulosus is a species of tapeworm that is endemic in certain parts of the world, particularly in many rural zones of South America [1] . Infection with this organism occurs when an intermediate host (cattle or humans) ingests the released eggs, which are contained in the feces of the definitive host (dogs or wolves). The larva is then liberated, penetrates through the intestinal epithelium, and finally is transported to target organs where the parasite develops, forming a hydatid cyst. These cysts mainly occur in the liver and lungs (65% and 25% of cases, respectively); other sites such as the kidneys, spleen, and bones are less frequently involved. Muscular involvement with hydatid cysts represents only 4% of cases, and when this disease occurs in unusual sites, it may mimic other pathological processes [2] [3] [4] . We describe an unusual case of human hydatid disease that developed in the gluteus muscle.
A 49-year-old woman who lived in a rural area of Argentina was admitted to the University Hospital in Cordoba complaining of an abscessed tumor-like mass that was located in the upper zone of her right gluteus muscle. She had had no other symptoms until 2 weeks before admission, when she noted that the mass had become warm and painful. The patient mentioned that she had received intramuscular medication in the same muscle several days before admission, and we suspected that there might be a relationship between the needle puncture and development of the abscess. Therefore, the abscess was drained, yielding 100 mL of colorless I transparent liquid. Microscopic examination of the liquid revealed the presence of scolices and hooks. Ultrasonographic examination of the zone showed a 19 X 49-mm abscess with liquid density that was surrounded by fibrotic areas. Findings on abdominal ultrasonograms and chest radiographs were normal. The leukocyte count was 7AOO/mm' with 6% eosinophils, and all tests for hydatid disease were positive. On the basis of these results, resection of the cyst was planned. The patient received oral albendazole (10 mg/ kg) for 4 weeks before the cyst was removed. After surgery, she recovered uneventfully, and she continued to receive oral albendazole for 1 month at which time she was seen at a followup visit.
Hydatid disease that involves unusual sites is seen in patients in many countries throughout the world; however, such disease may be overlooked if clinicians fail to consider the possibility of parasitic involvement at unusual sites. Hydatid cysts that are located in the gluteus muscle represent a rare presentation of E. granulosus infection, which may be confused with other lesions such as tumors or may mimic other pathological processes. The present report serves to remind physicians and other public health workers that it is important to initially make the correct Cases of fungal endocarditis are rare, and fewer than 10 cases of trichosporon endocarditis have been reported in the literature [1] . Six human pathogenic species of Trichosporon have recently been proposed: T ovoides, T inkin, T asahii, T asteroides, T cutaneum, and T mucoides [2] . We report a case of T inkin endocarditis in a 46-year-old woman who presented with fever, cutaneous signs, and embolic manifestations nearly 4 years after a mitral valve replacement. Only nine cases of trichosporon endocarditis have been described to our knowledge, and this case report is believed to be the tenth -but it is the first one concerning T inkin [3] [4] [5] [6] [7] [8] [9] [10] .
A 46-year-old woman was admitted to our infectious diseases unit in September 1994 because of the recent onset of arthralgia, myalgia, fever, chills and sweats, and cutaneous manifestations (petechiae) on the lower limbs. She had undergone prosthetic mitral valve replacement for rheumatic valvular disease in 1991. The clinical onset of symptoms began 2 weeks before admission, with recurrence ofpharyngitis; this was treated with methylprednisolone and cefpodoxime proxetil.
On admission, the patient appeared severely ill; her temperature was 40°C, her blood pressure was 130170 mm Hg, and her pulse was l l Ozmin, A grade 2/6 systolic mitral murmur was heard in the precordium. Physical examination showed weakness of the left lower limb, with purpuric and vasculitic spots, but no neurological defect; a pedal pulse was not felt. The spleen was enlarged; infectious endocarditis with subacute ischemia of the left lower limb was clinically strongly suspected. Empirical antibiotic intravenous therapy was began with gentamicin and vancomycin (4 mg/kg and 30 mg/kg, respectively, every 24 hours) after several blood cultures had been performed.
Laboratory tests disclosed a WBC count of 11.96 X 10 9 /L, with 19% eosinophils and 150 X 10 9 thrombocytes per liter. The sedimentation rate was 95 mm per first hour (Westergren method).
Initial two-dimensional transthoracic echography did not show any evidence of vegetation.
On day 5, because of persistent fever, the new onset of an embolic manifestation on the right lower limb (confirmed by arterial doppler echography), and a negative blood culture, the patient was transferred into an intensive care unit to undergo a transesophageal study, which revealed a large mitral valve vegetation. Subsequently, a successful mitral valve replacement and left femoral embolectomy were performed on day 8.
T inkin was identified in both the valvular vegetation and the embolic material by cultures (in which septate hyphae with arthrospores and yeasts were noted) and by immunologic tests, which were positive for T inkin-specific antibodies but negative for antibodies to T mucoides and T asahii. As soon as a mycologic diagnosis was established, three different blood samples were tested (over 1 month); antibodies to T inkin were detected by agglutination and precipitation tests (double-diffusion and counterelectrophoresis precipitation techniques were used with strains isolated from valvular and embolic material and with the T inkin reference strain number 15, from Institut Pasteur, Paris).
Consequently, treatment was modified, and the patient began receiving amphotericin B (l mg/kg every 24 hours) and itraconazole (400 mg/d). In vitro testing for susceptibility of the yeast to antifungal agents was undertaken (Janssen Research Foundation, Division of Janssen Pharmaceutica N.V., Beerse, Belgium), and the results showed its susceptibility to amphotericin B (MIC, 0.63 fJ.g/mL), ketoconazole (MIC, 0.4 fJ.g/mL), and itraconazole (MIC, 0.2 fJ.g/mL); its resistance to flucytosine (MIC, 100 fJ.g/mL); and its intermediate resistance to fluconazole (MIC, 3.2 fJ.g/mL) and miconazole (MIC, 1.6 fJ.g/mL). She was discharged from the hospital 7 weeks later, at which time she felt well.
In accordance with data reported in the literature, antifungal treatment was continued for at least 1 year (with itraconazole alone). Eight of nine patients described had poor courses, involving development of either heart failure or septic complications within several months or even years after completion of antifungal therapy [10] .
T inkin is known to be involved in the occurrence of white piedra of the genital area, and disseminated T inkin infections are seen in immunocompromised patients. Our patient was HIVnegative and had no neoplastic disease; the only risk factor was the previous placement of a prosthetic mitral device. In this context, the magnitude of eosinophilia (19% eosinophils, or 2,260/ mrrr', on admission) seems to be the most significant aspect of the WBC count. This finding has been underscored three times in previous reports [6, 7, 10] and should lead clinicians to suspect the diagnosis of T inkin endocarditis when it is noted. It is now possi-
